Introduction
Psychiatric rehabilitation can be defined as a process in which the social disablement which accompanies or follows psychiatric disorders is identified and negated whilst enabling the patient simultaneously to acquire social skills, confidence and self-esteem 1. The adoption of rehabilitation measures in many hospitals has probably contributed to the decline in the number of their long-stay residents from 1948 onwards. In 1976 there were 83939 patients in English psychiatric hospitals (1.81 per 1000 general population), of whom 49% were aged 65 or over; 46% of the remainder had been resident more than five years, 22% had recently become long-stay and only 32% had been in hospital for less than one year 2 • A'thorough assessment of an individual's disablement is a mandatory aspect of the rehabilitation process as it determines the long-term goals. Although the different rehabilitation networks have similar objectives, their component parts vary, since these are dependent on local resources and support services. A direct comparison between services is therefore difficult, although standardized assessment rating scales can make outcome research possible by measuring the efficacy of the component parts. However, there is no single universally acceptable rating scale. Hall and Baker's REHAB3, though popular, is bulky, time-consuming and expensive. The Morningside Rehabilitation Status Scale (MRSS)4, available since 1984, has not yet been used in the full range of rehabilitative settings.
This paper provides a 'snap-shot' view of a West Yorkshire district's service with the help of the MRSS. It is hypothesized that the scales are likely to be sensitive to the variation in the intensity of the rehabilitative measures operating in different parts of the rehabilitation network.
The service Patients who are unable to return to life outside hospital, either as a result of institutionalization or because of the nature of the psychiatric disorder itself, may be referred for rehabilitation. This referral may be from the hospital itself or from nearby local hospitals. The facilities utilized by the service are outlined in Figure 1 .
The patient undergoes a two-week period of intensive assessment on one of the rehabilitation wards; all areas of the patient's functioning including mental state, social interactions, domestic and financial skills, personal hygiene and motivation are considered.
Rehabilitation is achieved through intensive training which includes help with preparing a menu, shopping, cooking, handling money, using buses and support services such as the DHSS and general practitioner, advice on coping with leisure time and self-medication. The service is always modified to Rehabilitation is initiated in one of the two singlesexed wards and is usually followed by placement in the Resettlement Unit. The training received here is more intensive and practical. The residents of two houses receive maximum retraining, whilst the residents of the remaining two houses generally receive minimal supervision. This is considered to be an important final area for rehabilitation as it offers the opportunity to experience the type of life available outside hospital within a familiar setting, as a step towards more independent living. had alcohol-related problems and 3 had epilepsy in a setting of mental impairment. The duration of inpatient stay ranged from one year to 47 years (mean 21 years).
Results
Analysis of the MRSS scores, using multivariate analysis of variance, showed significant differences between the patients on the wards in the Unit on all five analyses as shown in Table 2 . Patients on the rehabilitation wards had significantly higher scores Table 2 . Univariate analysis of variance in population Table 1 . Demographic data of population
The study was carried out at High Royds Hospital, Menston, near Ilkley in West Yorkshire. A total of 100 patients were assessed. There were 41 inpatients (21 male, 20 female) and 59 expatients (38 male, 21 female). Table 1 sets out the data collected according to place of residence at the time of the survey. The largest single diagnostic entity was found to be schizophrenia (73%), which was over-represented in every part of the rehabilitation network. Of the remainder, 15 had manic depressive psychosis (either unipolar or bipolar), 4 had personality disorders, 5
Method
The functioning of every patient engaged in the rehabilitation service described was assessed by one of the authors using the MRSS 4 in conjunction with a member of staff who knew the patient best. This was undertaken during the second week of March 1985.
The MRSS was chosen for this study as its component items focus on areas previously identified by the rehabilitation network in West Yorkshire. It has four subscales: (1) Independence/dependence -measuring reliance on others. (2) Activity/inactivity -frequency and extent of effective activity. (3) Social integration/isolation -the amount of productive participation. (4) Effect of current symptoms -the influence of symptoms on lifestyle. Its authors drew attention to its reliability and the ease of its administration. A checklist accompanies the MRSS to ensure that uniformity is achieved. Unit. There were no significant differences between the patients residing in the Resettlement Unit and in the community in any of the five analyses. The MRSS was unable to discriminate between the moderately and mildly disabled groups. Apart from the effects of current symptoms scale (F=9.66, P<O.Ol) there were no significant differences between the three subgroups of patients on the Resettlement Unit.
Discussion
The patients in each part of the rehabilitation network were roughly similar in many respects, as shown by the demographic and diagnostic data. The MRSS scores on each of the 4 subscales were found to be worse for patients on the wards than for those in the Resettlement Unit. This was not surprising as the wards were planned mainly for reception, assessment and initiation of rehabilitation rather than for the consolidation of rehabilitative techniques. The MRSS adequately discriminated between the severely and moderately disabled groups. This implied that the sensitivity of the MRSS in picking up the different levels of training input between the wards and the Unit was striking.
The findings for patients within the Resettlement Unit were unexpected. First, it was found that patients receiving minimal training had significantly higher scores on 'the effect of current symptoms' subscale. Close examination of the data revealed that a relapsed schizophrenic patient largely accounted for the overall higher scores on this subscale. Secondly, it was found that the other three subs cales did not discriminate between the separate training areas of the Unit. We consider this was due to our policy of placing patients together in little groups for an eventual group home together, on the basis of the overall skills of the groups as a whole. This is not seen as a failing of the MRSS, which has been clearly designed to assess the ability of individuals -not groups.
The finding that the resettlement population was not significantly different from the community sample is difficult to interpret. It could mean that the resettlement patients were ready to move into the community or that the community sample had deteriorated in its functioning. As neither was true of our sample, the sensitivity of the MRSS must be questioned. It may be that the MRSS is able to discriminate between severely and moderately disabled groups but not between mildly and moderately disabled groups. If other researchers confirm this finding, then the utility of the MRSS will be limited. The MRSS was seen to have face validity in that staff felt that scores accurately reflected anindividual's overall functioning. It also seemed to be sensitive in identifying specific areas of dysfunction so that more intensive training might be organized. Provided that the details of the components of the rehabilitation service itself are taken into account, the MRSS is likely to gain general acceptance as an instrument for the assessment of chronically mentally ill patients undergoing rehabilitation.
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